CLINIC VISIT NOTE

RAUDALES, YADITTE
DOB: 03/27/1986
DOV: 03/22/2023
The patient with complaints of congestion, using her inhaler, with cough for the past three days, states allergy is getting worse.

PRESENT ILLNESS: Cough, congestion with shortness of breath and pressure, increased at nighttime and in the morning for the past several days.
PAST MEDICAL HISTORY: Diabetes, hypertension, cardiovascular disease, high lipid disease, asthma, and allergic rhinitis. She states that she had COVID three months ago and one year ago with pneumonia two times.
MEDICATIONS: See list including albuterol.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Lungs: Few scattered rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neuropsychiatric: Within normal limits.
IMPRESSION: Upper respiratory infection with history of asthma and diabetes mellitus.

PLAN: Given injections of dexamethasone 4 mg and Rocephin 500 mg with prescription for Medrol Dosepak and Z-PAK. Advised to follow up in the near future for labs which she has not had for sometime and consider ultrasounds. The patient will still have lab work ordered last visit with followup of routine healthcare which is being done today including routine labs with a total IgE with history of allergies and allergic rhinitis. Flu test in the office was negative. The patient is given prescription for FreeStyle Libre 2 and a prescription for Medrol 4 mg Dosepak and Z-PAK. Continue to monitor blood sugar with followup as needed for routine care in a few months. To call next week with results of lab work to review with the patient status of A1c and other labs.
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